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experienced twice eighteen consecutive months of zero CRBSI in the ICU,
and nine consecutive months of zero CRBSI for the entire hospital. Periodical
CRBSI cases were seen in the third and the fourth quarter of year 2012, and
the third quarter of 2014.
Conclusions: Hospital-wide CVC bundle effectively reduces CRBSI incidence
in the ICU and in the entire cancer hospital; however periodical break-
through infections can occur.PS 2-419
EVALUATE THE EFFECT OF EDUCATING PRIMARY CAREGIVER THE USE OF
BUNDLE CARE IN PREVENTION OF CATHETER-ASSOCIATED URINARY
TRACT INFECTIONS
Shaw-Shin Wu a, Su-Lan Liu b, Yi-Jinn Jiang c, Ching-Wen Wang c, Yueh-
Ing Ju d, Hui-Mei Huang d. aTaichung Veterans General Hospital, Assist Head
Nurse, Taichung, Taiwan, ROC; bTaichung Veterans General Hospital, Head
Nurse, Taichung, Taiwan, ROC; cTaichung Veterans General Hospital,
Registered Nurse, Taichung, Taiwan, ROC; dTaichung Veterans General
Hospital, Supervisor, Taichung, Taiwan, ROC
Purpose: The purpose of this study was to evaluate the effect of prevention
of catheter-associated urinary tract infections(CAUTI) by educating care-
givers about CAUTI bundle care.
Methods: This study was conducted in a general ward of a medical center
from January to September 2014, purposive sampling patients with urinary
catheter. Interventions were focused on the primary caregivers of patients
with urinary catheter and CAUTI bundle care were used.
Results: From January to December 2013, the catheter-associated urinary
tract infection rate of the research unit was 0.36%. During the study
period, through educating the primary caregiver and increase their
compliance with the bundle care, the urinary tract infection rate
decreased to 0%.
Conclusions: As the result has shown in this study, promoting bundle care in
patient care units and to include the primary caregivers in the care team,
can significantly lower catheter-associated urinary tract infections rate.
Through infection prevention health education, and educating the primary
caregivers the techniques of dumping urine, hand hygiene and other care
skills, it helps to reduce catheter related urinary tract infections. The results
of this study can be used as a future education reference for the primary
caregivers with patients indwelling catheter and to improve the quality of
clinical care.PS 2-420
BUNDLE INTERVENTION TO REDUCE CENTRAL LINE-ASSOCIATED
BLOODSTREAM INFECTIONS IN A SURGICAL INTENSIVE CARE UNIT IN A
TEACHING HOSPITAL IN TAIWAN
Jen-Zon Chen a, Hsin-Yi Liu a,b, Chang-Jenn Yeh c, Pei-Ling Wang c, Meei-
Liang Lin c, Yung-Chang Lien d, Yuarn-Jang Lee a,b,e. aDepartment of
Infection Control, Taipei Medical University Hospital, Taipei, Taiwan;
bDivision of Infectious Diseases, Department of Internal Medicine, Taipei
Medical University Hospital, Taipei, Taiwan; cDepartment of Nursing, Taipei
Medical University Hospital, Taipei, Taiwan; dDepartment of Thoracic
Surgery, Taipei Medical University Hospital, Taipei, Taiwan; eGraduate
Institute of Clinical Medicine, College of Medicine, Taipei Medical
University, Taipei, Taiwan
Purpose: To determine whether an intervention involving staff education,
increased awareness, hand hygiene promotion, and practice changes would
decrease central lineeassociated bloodstream infection (CLABSI) rates.
Methods: We conducted a retrospective cohort study in the surgical ICU in a
tertiary care, university-affiliated teaching hospital, which has a 759-bed ca-
pacity, including 18 beds (all single bed rooms) in the surgical ICU. To pre-
vention CLABSIs, during the intervention period (Apr 2013 to December
2013), a quality improvement programs had implemented including educa-
tion for physicians and nurses, hand hygiene promotion, using full barrier
precautions during the insertion of central venous catheters, cleaning the
skin with 2% chlorhexidine, avoiding insertion via femoral site if possible,
and removing unnecessary catheters. a unit-based infection control nurse
position with real-time feedback , a committee convened to track CLABSIs
data and prevent nosocomial infections.All analyses were conducted using SAS version 9.2 (SAS Institute). Poisson
regression modeling was used to compare infection rates before, during
implementation of the study intervention. Rates of infection per 1000
catheter-days were measured at 3-month intervals, according to the guide-
lines of the National Nosocomial Infections Surveillance System. All tests were
two-tailed and p<.05 was considered to be statistically significant.
Results: As compared with the preintervention period and the intervention
period, the percentage of cental venous catheters inserted into the femoral
vein decreased from 23.4% to 12%. The rate of CLABSIs decreased from 12.3
per 1000 catheter-day during the pre-intervention period to 7.2 per 1000
catheter-day post-intervention period. The rate of CLABSIs was reduced by
41% since the intervention.
Conclusions: Our data support a multidisciplinary, evidence-based bundle
interventions could reduce the incidence of central lineeassociated blood-
stream infections in the surgical ICU.PS 2-421
EVALUATION OF AN INTERVENTION PROGRAM TO PREVENT HOSPITAL-
ACQUIRED CATHETER-ASSOCIATED URINARY TRACT INFECTIONS IN A
MEDICAL CENTER IN TAIWAN
Ya-Wen Chang a,d, Lien-Chao Chiu a,d, Jien-Wei Liu a,b,c,d. aCommittee of
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Purpose: The purpose of this study is to develop, implement, and evaluate a
catheter-associated urinary tract infection bundle. The objective is
educating nurses on urinary catheter care, daily reminders to physicians to
remove unnecessary urinary catheters after insertion and promote down-
ward trends in the incidence of CAUTI.
Methods: All patients admitted to the neurological ward during a 3-month
period were included. We conducted a prospective beforeeafter surveil-
lance study of CAUTI rates on 99 patients hospitalized in a neurological
ward, during 4,178 bed-days. The study was divided into the baseline period
(Phase 1) and the intervention period (Phase 2). In Phase 1, active surveil-
lance was performed. In Phase 2, we implemented a multidimensional infec-
tion control approach that included: (1) a bundle of preventive measures, (2)
education, (3) outcome surveillance, (4) process surveillance, (5) feedback
of CAUTI rates, and (6) feedback of performance. The rates of CAUTI ob-
tained in Phase 1 were compared with the rates obtained in Phase 2, after
interventions were implemented.
Results: The urinary catheter utilization rate dropped from 23.9% to 12.2% dur-
ing the intervention phase (p< .001). The rate of catheter-associated UTI was
also significantly reduced from 8.7 to 0.0 infections per 1000 catheter days (p<
.001). Important risk factors associated with acquiring CAUTI were female
gender (Relative risk (RR), 1.7; 95% confidence interval (CI); 1.7-4.3), and pre-
vious catheterization within the same hospital admission (RR, 1.6; 95% CI; 1.3-
1.96). Patients with prolonged duration of catheterization, prolonged hospital
and ICU stay had a significantly higher risk of acquiring CAUTIs.
Conclusions: Our study showed that a comprehensive UTI prevention bundle
along with a continuous quality improvement program can significantly
reduce the duration of urinary catheterization and rate of catheter-associ-
ated UTI in a neuron ward. And there are three main ways of reducing
risk: i) avoiding unnecessary catheterization and looking for alternative
management of urinary problems, ii) delivering evidence-based catheter
care where catheterizations is unavoidable and iii) prompt removal of cath-
eters when they are no longer clinically indicated.PS 2-422
THE DEVELOPMENT OF CLINICAL NURSING PRACTICE GUIDELINE FOR
PREVENTION OF VENTILATOR- ASSOCIATED PNEUMONIA, MEDICAL
NURSING DEPARTMENT, RAJAVITHI HOSPITAL
Chutima Saenthaveedamrongkun, R.N., M.P.P.M. (Master of Public and
Private Management), Varinthon Jantaramanee, R.N, M.N.S. (Adult Nursing),
Thanida Homjeen, R.N, M.N.S. (Adult Nursing). Rajavithi Hospital, Bangkok,
Thailand
Purpose: This action research aimed to 1) improve the clinical nursing prac-
tice guideline (CNPG) for prevention of ventilator-associated pneumonia
Abstracts of the 7th International Congress of the Asia Pacific Society of Infection Control, Taipei, Taiwan, March 26-29, 2015 S157(VAP) in patient with mechanical ventilator and 2) study the effects of CNPG
after implementation.
Methods: The study was conducted in medical wards, Rajavithi Hospital,
during January 2013 to February 2014, using PDCA process of Deming cycle
and the Iowa model of evidence - based practice. The purposive sampling
method was used to select samples of 52 registered nurses and 788 pa-
tients with mechanical ventilator. Research instruments composed of 1)
CNPG for prevention of VAP 2) assessment tool for nurses conform to
CNPG 3) questionnaire of nurses’ opinion on CNPG and 4) VAP incidence
report form. The data were analyzed using descriptive statistics and chi-
square test.
Results: The results show that CNPG for prevention of VAP consisted of 7 cat-
egories as follows; 1) hand hygiene 2) mouth care procedure 3) position
turning 4) Nasogastric tube feeding 5) airway clearance and suctioning 6)
cuff pressure measurement and 7) ventilator weaning. Nurses conformed
to CNPG overall 81.97%, the opinion on CNPG among nurses revealed that
96.20 % agree with the beneficial of CNPG. In addition, the incidences of
VAP after 3 months of implementation decreased from 10.75 to 7.01 per
1,000 ventilator days (p Z 0.306).
Conclusions: This CNPG could help patients with respiratory care to
decrease the incidence of VAP. Nevertheless, PDCA process for nursing prac-
tice of this CNPG should be monitor for continuing compliance guidelines to
cover all categories and all issues.PS 2-423
REDUCING CATHETER-ASSOCIATED URINARY TRACT INFECTION DENSITY
IN INTENSIVE CARE UNIT IN A REGIONAL HOSPITAL
Chun-Feng Chiu a, Tzu-Yin Liu a, Chiung-Tien Huang a, Shang-Yi Lin b, Tun-
Chieh Chen b,c. aInfection Control Office and Department of Nursing,
Kaohsiung Municipal Ta-Tung Hospital, Kaohsiung Medical University,
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Purpose: The infection density of urinary tract infection (UTI) in intensive
care unit (ICU) during September 2013 and January 2014 ranged from
3.32& to 6.50&, higher than the national average (2.20&). So our infection
control personnel and healthcare workers (HCW) in ICU proposed a project
to improve this problem.
Methods: We conducted root-cause analysis and we found five associated
factors, which included 1. elderly and immunocompromised hosts; 2. pro-
longed length of catheterization; 3. nursing care for catheter inappropriate;
4. lack of risk assessment for UTI due to no symptoms while admission; 5.
incomplete records of catheter daily checklist.
We emphasized the indication of catheter retained and monitored the
achievement of catheter daily checklist. We educated all HCWs in ICU for
preventing UTI, especially on insertion and daily care. We re-established the
Standard Operation Process, especially on urinary catheter.
Results:
1. The achievement of catheter daily checklist elevated from 67.5% in
February 2014 to 91.3% in June 2014. Physicians improved evaluation
on the indication of catheter retained. We adjusted the time of
removal catheter at 6AM which resulting in more adequate observation
period of urine voiding.
2. Total 47 (100%) HCWs participated the education course for preventing
UTI. The mean scores of post-test were 83.5.
3. The accuracy of hand hygiene was 100% and compliance was 90% in
February 2014 which increased 11% from December 2013. The accuracy
and compliance of hand hygiene in April 2014 were both 100%.
4. Only one catheter-associated UTI monthly during March and June 2014
was identified and which accounted for infection density of
1.62&e1.71&.
Conclusions: Preventing catheter-associated UTI needed the efforts of all
HCWs. Physicians should try to remove catheter earlier. UTI care bundle
with hand hygiene and checklist is helpful to achieve the goal of reducing
catheter-associated UTI.PS 2-424
IMPLEMENTATION OF VENTILATOR CARE BUNDLE FOR PREVENTION OF
VENTILATOR-ASSOCIATED PNEUMONIA AT SURGICAL INTENSIVE CARE
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Purpose: Ventilator-associated pneumonia (VAP) is one of the serious treat-
ment related infections resulting in high mortalities and costs. Our hospital
has implemented bundle care in the intensive care units (ICUs) with special
focus on VAP prevention. This is a retrospective study to evaluate its efficacy.
Methods: A 6 item-VAP care bundle modified from that of the Institute of
Healthcare Improvement (IHI) at five surgical ICUs (SICUs) in the National
Taiwan University Hospital. A multidisciplinary teamwork was involved in
this bundle care. This study analyses the SICU utilization, ventilator utiliza-
tion and VAP incidence between 2006 and 2013 to assess the VAP bundle
impact in a clinical setting.
Results: Total 28,454 SICU patients were analyzed and 1329 patients under
18 were excluded, leaving 27,125 patients enrolled whereas 12,913 patients
from pre-VAP bundle phase and 14,212 from post-VAP bundle phase. Patients
from the post-VAP phase tended to be older (pZ0.024) and with shorter SICU
stay (pZ0.006), and disease severity scores [TISS (Therapeutic Intervention
Scoring System), GCS (Glasgow Coma Scale) and APACHE II (Acute Physiology
and Chronic Health Evaluation II score)] were lower in the post-VAP bundle
phase (p<0.001). In the response to this VAP bundle interventions, no differ-
ence in SICU utilization (pZ0.982) between the pre-VAP and post-VAP
bundle phases was noted, while the ventilator utilization was seen signifi-
cantly decreased, from 1148.5 ventilator-days to 956.1 ventilator-days
(p<0.001) monthly; the VAP density had remarkably decreased from 3.3 to
1.4 cases per 1000 ventilator-days (p<0.001). From Apr 2013 to Sep 2014
the VAP density was 0.4 cases per 1000 ventilator-days.
Conclusions: Implementation of VAP bundle care decreases the incidence of
VAP at SICU. Multidisciplinary teamwork, education and a comprehensive
checklist to improve healthcare workers’ compliance are the keys to success.PS 2-425
EXPERIENCE USING PERIPHERALLY INSERTED CENTRAL VENOUS
CATHETERS (CVC) FOR PATIENT WITH CVC BUNDLE METHOD AT A
COMMUNITY HOSPITAL
Shi-rong Duh a, Ching-Chi Wang a, Bing-zhang Lai b. aSt. Joseph Hospital
Infection Control, Taiwan; bSt. Joseph Hospital Physicians Infection, Taiwan
Purpose: There are many risks of local and systemic infection associated
with inserted central venous catheterization, using some evidence base
medicine projects, with standard systemic CVC bundle inserted procedures
can reduce infection rate of polyethylene intravenous catheterization. Our
team using quality control circle Technology, teaching members of doctors
and nurses for CVC bundle method and reach the goal of best care of patient
inserted central venous catheters
Methods: Data were retrospectively collected on peripherally inserted cen-
tral venous catheters used in adult patients at a community hospital from
March 2013 to October 2014.associated with 5 dimensions : 1.largest aseptic
area, 2.using 2% CHG disinfection, 3.wasing hands method,4. Evaluation
early exerted as possible, 5. Select external jugular vein . our team using
quality control circle technology, set up all standard procedures and teach-
ing members of doctors and nurses at community hospital.
